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Rehabilitation and Ethical Values 


A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


of Lobotomized Patients 


ARNOLD W. SCHMIDT 
Knoxville, lowa 


This paper is written from a pastoral point 
of view and the objective is limited. I wish 
to point out that, although many patients, 
by virtue of a lobotomy, may become flat- 
tened emotionally and indifferent religiously, 
this need not be universally the case. There 
often remains in the lobotomized patient, 
sensitivity to moral and ethical values, a ca- 
pacity to learn new values or relearn and 
rethink the old, and an ability to order be- 
havior on the basis of such values. I hope 
to demonstrate this by relating experiences 
which I have had with a group of men who 
I knew before they were lobotomized and 
worked with afterwards. 


Before I began my work with lobotomized 
patients, I read what some of the authori- 
ties wrote about such patients’ spiritual at- 
titudes. The volume, Psychosurgery, by Free- 
man and Watts, under the caption, ‘“Reli- 
gious Life — Mysticism,” concludes with 
these words: 


“In most instances—beyond attending church and 
singing with the congregation or in the choir—the 
externals seem to be sufficient. These patients are 
direct, practical, and tminspired. Their beliefs are 
somewhat childlike, are seldom spoken of and are 
passed over, when direct inquiries are made, as of 
no particular importance. It is readily perceived 
that the spiritual life is gravely affected by pre- 
frontal lobotomy.” (1, p. 242.) 


The same volume elsewhere says: 
“The life of the spirit is not altogether extin- 





From the Veterans Administration Hospital, Knox- 
ville, Iowa. This paper was read in part at the De- 
cember 1953 meeting of the Iowa-Nebraska Neuro- 
psychiatric Society at Des Moines, Iowa. 


guished by prefrontal lobotomy, although it suffers 
almost equally with the fantasy life. People who 
have been competent observers report to us that 
they go through the motions of spiritual observance, 
going to church, saying their prayers, etc., but 
without the deep emotional convictions that they 
enjoyed in the years before their illness began.” 
(1, p. 537.) “The spiritual life, therefore, seems 
to suffer a definite reduction following prefrontal 
lobotomy.” 


This was enough to arouse my pastoral 
feelings and also lead me to approach my pa- 
tients with a bias against lobotomy—which 
they were a long time in dispelling. 

These conclusions of Doctors Freeman and 
Watts were drawn, apparently, from obser- 
vations and study of lobotomy patients of 
various degrees of illness, Among them were 
patients with different types of neuroses and 
psychoses of varying intensity and dura- 
tion. It is readily understood that the low- 
ering of interest in spiritual matters follow- 
ing lobotomy in an inhibited neurotic would 
differ from that in a disorganized psychotic. 
Reduction of tension in widely differing in- 
dividuals might well produce as widely di- 
vergent reactions in spiritual attitudes. 


The patients of whom I wish to speak were 
all grossly psychotic males and had been so 
for years. All of them had received electro- 
shock therapy without more than temporary 
and very limited help. A large number also 
had insulin shock therapy. With a smaller 
number, either or both individual and group 
psychotherapy had been employed. The pur- 
poses of the medical staff of this hospital 
when recommending prefrontal lobotomy va- 
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ried. In some cases no better was hoped for 
than that the patient would become less of 
a nursing problem within the hospital. Ina 
few cases the lobotomy was an attempt to 
save the patient’s life, so great were his ten- 
sions and fears. In many instances, the pa- 
tient’s premorbid training and accomplish- 
ments and psychic organization led the med- 
ical staff to hope that he would become a 
useful and contributing member of the com- 
munity. 

It was this latter group which chiefly in- 
terested me. For if these men were to re- 
turn to their communities—grossly and 
chronically psychotic as they were prior to 
their lobotomies—they would have to live 
within the system of values accepted by 
those communities. If these men through 
lobotomy had lost sensitivity to values, so- 
cial and personal, they might be able to 
reorder their lives; but it would be on a me- 
chanical and empty basis. They would re- 
semble robots or imitations of real people. 
Their guiding star would have to be sense- 
perception. I think I can safely say that 
the lobotomized patient has not lost sensi- 
tivity to religious and moral values, that he 
has the capacity to learn values new to him, 
and that he can use these values in his de- 
cisions and behavior. 

The religious and moral training of pre- 
morbid days is generally well retained fac- 
tually. This is, of course, often an advan- 
tage. It is a disadvantage if it created great 
conflict. In this situation, the fact that lob- 
otomy reduces tension is a help. The chap- 
lain’s function then is the education or re- 
education of the patient in religious and 
moral values and in either event to help him 
rethink such values and to reorder his life 
accordingly, 

The first portion of this paper will deal 
with experiences with a group of lobotomized 
patients. Meetings were held with the group 
twice a week for a period of two years. The 
personnel of the group changed quite rap- 
idly. Ordinarily, five patients entered the 
group each month, about ten days after sur- 
gery had been performed. The same num- 
ber were removed for various reasons—some 
had progressed so rapidly that the group was 
deterring them, while others had become a 
drag to the group. Thus, very few patients 
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remained in the group for more than six 
months, except as they attended the Volun. 
tary sessions. One of these meetings was 
compulsory. The group of about twenty 
men was taken over for an hour when it 
was assembled for the activities within the 
Physical Medicine Rehabilitation program, 
The other meeting was on a voluntary basis, 
They were gathered in a simple manner, | 
read a list of names on the ward where the 
patients were sitting or engaged in varioy 
games, reading or listening to the radio | 
told them there would be a religious digcyg. 
sion as usual and those whose names I haj 
read could come. Each time I said they 
did not have to come if they did not wish to, 
About fifty per cent of the group would a 
once assemble in the hallway. I commonly 
approached those who were unengaged in 
any activity and made some remark about 
their being welcome in the group. A num. 
ber of these would always respond. The 
group was usually increased by a few who 
had once been in the organized PMR group 
but had beén transferred to other activities, 
I found this response in itself encouraging, 
even though some of it may be attributed to 
boredom. But then, in a lobotomized pa. 
tient of some types, boredom in itself may 
be good. 

The group sessions were conducted ona 
discussion basis, usually with the stimulus 
of visual aids, particularly filmstrips. Use 
of the filmstrips, I found, tends to make par- 
ticipation more general. Movies were used 
on occasion but have limitations, The pa- 
tients too often think of them as merely 
entertaining, and I have found it difficult to 
lead them into a meaningful discussion of 
the theme presented. With the use of the 
filmstrip, the leader has many advantages— 
he can arouse the drowsy by asking them to 
read the printed captions, appeal to memory 
with some familiar scene, appeal to fantasy 
and imagination upon occasion, end pointless 
argumentation by projecting the next frame, 
help the mute by encouraging them to read 
familiar passages, create suspense in the 
telling of a story, follow up immediately any 
visual or audible reactions, etc. Usual film- 
strips can be obtained from many sources. 

The choice of material used is, of course, 
dependent upon the group. In the comptl 
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sory sessions, men of various faith were 
present. Obviously, material not common 
to all faith groups could hardly be used. In 
the voluntary group sessions, a greater va- 
riety of choice was afforded and more 
pointed material could be used. 

Group reactions varied a great deal, de- 
pending upon the current personnel of the 
group, the material used, manner of presen- 
tation by the leader, etc. The following is 
an account of the study of Joseph and his 
prothers (Genesis 37ff). It was done with 


the PMR group. 
The story was told in the customary way 


with filmstrip, It is the story of a family 
crippled by parental favoritism and sibling 
rivalry. Joseph, Jacob’s favorite son, who 
became the object of his brothers’ hatred, is 
eventually sold by them into slavery. His 
brothers present their father with the “coat 
of many colors,” torn and bloodstained, with 
the implication that a wild beast had killed 
him. The following were typical reactions 


to the story: 

Patient 1 exhibited a good knowledge of the geo- 
graphic and historic background. He participated 
actively in the discussion until the point was made 
by another patient that Jacob probably couldn’t 
help loving one son more than the others, but that 
he certainly was wrong when he showed it by pre- 
senting Joseph with the “coat of many colors’ and 
placing him in a position of supervision over his 
brothers. At this time, Patient 1 became obscene 
and threatening and remained loud and boisterous 
for the remainder of the session, interrupting fre- 
quently with sarcastic laughter. 

Patient 5, who made the remark that Jacob 
should not have betrayed the fact that Joseph was 
his favorite, arrived at the point gradually. He first 
said that he and his sister had been treated alike 
by their parents. He then spoke of the failure he 
had made of himself. It was after reassurance that 
he was making progress and an extended discus- 
sion of the feelings of parents towards children— 
factors which cause them to love one more than an- 
other—that he very explosively said, “He shouldn’t 
have showed it.” 

Patient 3 exhibited a will to understand the fac- 
tual material he had known since childhood and 
asked pertinent questions. One question I thought 
was particularly ethically motivated. He asked, 
“Did these people who lived before the Lord (Jesus) 
know anything about God?” He was not easily 
Satisfied by the answers of other patients and per- 
sisted until the chaplain described their hope of a 
future Messiah. He expressed a genuine concern 
for this ancient people in their supposed ignorance 
of God. 
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Patient 4 expressed concern for the father. He 
concluded that it was better to tell him that Joseph 
was dead than that he was a slave. “He wouldn’t 
worry about him any more.” 

A week later the same material was used 
with the same group. Much less time was 
spent by way of introduction and explana- 
tion. Yet the time consumed was greater. 
The reason for this was an increase in pro- 
duction from the patients. The quality of 
the production was also improved consider- 
ably, Three patients who had not ventured 
remarks the week before entered the con- 
versation. Much less prodding was required 
from the chaplain. Typical of the improved 
reaction was that centering about the feel- 
ings of the brother when they presented the 
torn and bloody coat of Joseph to their fa- 
ther. 

Patient 4 said they were afraid and knew they 
might always be afraid, because there was the pos- 
sibility that Joseph might come back. Patient 1 
said they would continue to be afraid of each other; 
they “trusted each other as far as you could throw 
one of these buildings.” To the chaplain’s ques- 
tion as to how this fear could be avoided, the re- 
sponse from Patient 2 was that a full confession to 
the father was required. Patient 1 did not agree 
completely. They would feel easier with their fa- 
ther but not easier toward each other. Now that 
they had rid themselves of the favorite son, each 
one of them would try to become the favorite and 
they would hate and fear each other. Other pa- 
tients then spoke of guilt and conscience. One, 
feeling the tension of the brothers, quoted Patient 2 
of a week ago, stating that they must be glad that 
it was all over. Patient 4 said then that they must 
have pitied the old man, carrying over the thought 
from the week before. Patient 1 laughed about this 
and said that was impossible. He explained that it 
just didn’t fit. These brothers had just planned to 
murder their brother so how could they pity the old 
man. He added, ‘“‘They hated the old man just like 
they hated Joseph.” To this Patient 4 replied, ‘‘Hat- 
ing a brother and hating a father are two different 
things. They didn’t pity Joseph but I think they 
pitied their father.” 

Centering about the hatred toward Joseph, 
a long exchange took place on what consti- 
tutes murder. Ideas like the following were 
expressed: “Wishing to murder is wrong.” 
“Ganging up” on an individual is wrong. 
Torturing people is wrong. Self-defense is 
not wrong. Killing accidentally is not wrong. 
The matter of self-defense was questioned. 
With considerable help from the chaplain 
the motivation in self-defense was discussed, 
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how it differs from that in-murder, The 
group accepted this differentiation from 
murder. 

The chaplain closed the meeting with the 
comment that there were many problems in 
the story left unsolved but that as the story 
continued a few solutions were offered. These 
would be studied in forthcoming weeks. Va- 
rious remarks expressing interest and satis- 
faction were made. 

There was a pattern of slow growth ap- 
parent in several patients. Patient 1 had at 
least controlled his hostility. He could tak 
about it rationally and did not need the dis- 
play of anger, the vulgarity and sarcastic 
laughter of the week before. Patient 4 had 
clarified his thinking and feeling. He had 
progressed from a vague anxiety and pity 
for the father to differentiating between pa- 
ternal hatred and sibling rivalry. He was 
making an ethical distinction. He also felt 
that pity for the father would triumph over 
their hostility toward him, 

The number of those participating is quite 
typical. Of a group of twenty grossly psy- 
chotic men lobotomized for only a few 
months, an average of five and one-half 
would participate in the manner indicated, 
three would be mute, and the others would 
reply when directly addressed and read aloud 
when asked. 

In meetings which followed, this story 
was completed. The experience was the 
same—the second time the material was 
used the response was fuller and more 
pointed. The story presents Joseph with an 
excellent opportunity to take revenge upon 
his brothers. To the chaplain’s question, 
“What would Joseph accomplish through re- 
venge?” Patient 2 replied that he would have 
made everybody miserable, including him- 
self. With some prompting he brought out 
these points: Joseph would have lost his 
family relationships permanently; he would 
have loaded himself with guilt; he would 
have been blocked in his efforts to rid him- 
self of this guilt. Prompted further, he con- 
tinued by quoting the Lord’s Prayer: ‘“For- 
give us our trespasses as we forgive those 
who trespass against us.” 

There was often within the group an in- 
terplay that is worthy of comment. Embar- 
rassment was common. For example, an un- 
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educated Negro was unable to reaq the 
longer words of the filmstrip captions 80 
he regularly slid over these words with a 
mumbo-jumbo but articulated the shorte, 
words loudly and clearly. He could not ag. 
mit to ignorance. Another with a fourth 
grade education refused to read at all. Whey 
I suggested that maybe he needed glasses, 
he grasped at that straw and began to reag 
the shorter words. When he came to q 
long word, his vision failed him. He volyp. 
teered to read often thereafter. 

Anger and annoyance were always cloge 
to the surface. Yet an explanation from 
me as to why anger was displayed usually 
met with understanding. An explanation to 
the effect that the patient who was annoying 
the group by masturbating or defecating or 
cursing was doing so because he was ill, usu. 
ally produced sympathy. The group was 
habitually handled alone, without the pres. 
ence of psychiatric aides or nurses. 

I cannot recall any occasion when one or 
more—sometimes a majority—did not thank 
me, Praise was received with joy, without 
exception. Often the less aggressive ones 
would stop me on my visits on the ward and 
express their thanks for a simple word of 
praise. There was response and, if anything, 
it was exaggerated. A relaxed, informal at- 
mosphere is important. Many are aware 
that they belong to a special group and are 
somewhat defensive within the group. Ten- 
sion builds up quite easily. 

There was some comment about their sur- 
gery, sometimes with anxiety. They helped 
each other with this. As one patient once 
put it: 

“I had trouble with my butt, so they reamed me 
out. Then I had trouble with my lung, so they 
stole a couple of ribs. Then I had trouble with my 


head so they reamed that out. There’s no place to 
go now—but out of here.” 


The lobotomized group tires quickly. Care 
must be taken by the leader of the group to 
keep the meeting moving. These group meet: 
ings were supplemented by personal inter- 
views and contacts, I knew these men be 
fore their lobotomies. I know that I feel 4 
warmth and sincerity in them that I cannot 
well put on paper. I, in my mind, contrast 
the pitiful creature whom I once knew with 
the alert, and often sane, warm, friendly 
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man whom I know now. As illustrative ma- 
terial, a few selected cases are worth dis- 
cussing in more detail. 

Patient “A” 

Patient’s illness was diagnosed as schizo- 
phrenic reaction, hebephrenic type, age 31. 
When I first knew him, he expressed many 
grandiose and persecutory delusions, most 
of them of a religious nature. He had been 
discharged from the Army on a CDD, di- 
agnosed anxiety neurotis. He used very poor 
judgment, was restless, confused. His home 
had not been a particularly religious one. As 
q child, he had read the Bible to his parents, 
rather than the opposite. One may judge 
that religious ideas had made quite an im- 
pact, After his military discharge, he be- 
came deeply involved in the activities of a 
perfectionist and emotionally highly charged 
religious group. This immediately preceded 
his commitment to this hospital. He told me 
he was God, was very critical of my sermons 
as not containing enough brimstone and fire. 
In a religious discussion group, he was reg- 
ularly pontifical and punitive. He would 
make an impassioned speech and then with 
a very superior manner would maintain a 
coldly dignified silence for the rest of the 
evening. He attended services regularly, in 
spite of his criticisms, sang regularly in the 
choir. 

Since his lobotomy, he is no longer delu- 
sional about religious subjects. At the mo- 
ment this is written, he writes incoherent 
letters home, according to his ward physi- 
cian. Yet religiously he has made progress. 
Rather, his general improvement is ex- 
pressed in terms of religion and is being 
worked out in the same terms. He is trans- 
ferring his growing maturity to his general 
environment, The following is a fairly ac- 
curate account of a recent interview: 


Question: Do you think more about God since 

your lobotomy, or less? 
_ Answer: If it weren’t for the Lord, I wouldn't 
have made it. I feel a surrender to God that I 
didn’t feel before. I feel closer. I think I under- 
stand God better. There is more feeling in me. 

Question: Do you pray more or less since your 
lobotomy ? 

Answer: I have more understanding of prayer. I 
have had a prayer experience within this hospital. 
Pain left me while I prayed. Now I try to under- 
stand my trouble and pray for more understanding. 
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Question: Do you feel more or less that you need 
forgiveness than before your lobotomy? 

Answer: Religion removes a burden. Burdens 
pile up and cause misery. A man should ask God 
for forgiveness every day. Nobody is perfect. It 
makes me feel free within. 

Qustion: Do you feel the need to go to church? 

Answer: People don’t have to go to church, but 
they should study the Bible. They should worship. 
I don’t have a great desire to go to church here in 
the hospital. Before coming here, I felt a fellow- 
ship in church. I may regain that on the outside. 

Question: Do you feel that you want to help other 
people? 

Answer: Everybody has good and evil in him. We 
ought to be able to see the other’s need. That way 
we overcome evil. Life is about what we make it. 

Question: Do you concern yourself with questions 
of right and wrong more ocr less than before your 


lobotomy ? 
Answer: I don’t worry about it. There is a right 


and wrong in almost everything. It’s up to us to 
choose the right. We must be careful not to judge 


others too severely. 


The patient then asked me about my ed- 
ucation, expressing his desire to receive a 
theological education. I told him that with 
his limited education, it would require a 
minimum of five or six years of training. 
Later he told me that he had been thinking 
over what I said. He then said that he would 
not be satisfied to be a laborer and that he 
would have to have extensive training for 
any kind of a satisfactory job. He concluded: 
“It might as well be theology. I might as 
well get training for the most worthwhile 
thing.” 

The patient had an opportunity to go 
home over the Thanksgiving holidays. Upon 
his return, he sought me out to tell me 
about it. He said that he had had the best 
time of his life. “People were happier to see 
me than when I came back from the war.” 
He said that on Thanksgiving morning he 
had eaten five breakfasts at the homes of as 
many relatives, He said, “They seemed so 
happy to be giving me something that I 
didn’t want to disappoint them.” He told es- 
sentially the same story to several others. 

Recently he found his way into the discus- 
sion group which is composed largely of 
newly admitted patients. Here his attitude 
was not pontifical and punitive as it had been 
formerly. He was quiet and thoughtful, 
made many short and appropriate remarks. 
The news story of the Amana colonists who 


199 








1955 


are in difficulty because of refusal to register 
for the draft came up for discussion. Most 
of the group centered their comments about 
conscientious objection to warfare. He sev- 
eral times brought them back to the real is- 
sue, pointing out that the true conscientious 
objector is protected by law, but these men 
were in difficulty for refusing to register. 
He thought that this was wrong on their 
part. He said that good citizenship required 
obedience of this kind—especially in connec- 
tion with a government which respected the 
conscientious scruples of its peoples. 

I have observed in him that to be around 
a hallucinating patient is irritating and try- 
ing to him, This seems to be true of other 
lobotomy patients who have made similar 
progress. It seems to be unusually threat- 
ening to them. 

I feel that this man is on the move, reach- 
ing outward, often expressing in religious 
terms what he feels both of spirit and soul. 


Patient “B” 

This patient’s diagnosis was schizophrenic 
reaction, hebephrenic type, age 34. He was 
described in this way. ‘Affect is one of cal- 
loused indifference with a psychopathic per- 
sonality viewpoint.” To me, he spoke of 
masturbation and said he felt “not a man.” 
In Italy, he practiced fellatio repeatedly with 
men and women. Thereafter, he felt a loss 
of sexual drive. He took hormones in an 
attempt to regain it. He said he had acted 
“like an animal, I’m no good. It’s not my 
fault. It’s the way I was raised.” He ex- 
pressed fear that some of his sexual expe- 
riences with his wife were perverted. He 
could not be reassured. He talked endlessly 
of his troubles, apparently ventilating hos- 
tile impulses directed against his father and 
stepmother. 

His mother committed suicide by hanging 
when the patient was two years old. His 
father remarried. Seven half-siblings to the 
patient followed. The patient felt unwanted, 
was severely beaten by his stepmother on 
several occasions. It became necessary to 
send him to live with his grandmother. 
While on trial visit after electroshock treat- 
ments, he threatened to kill his stepmother, 
father and self. He was returned to the 
hospital. 
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The family was irreligious. The patie, 
was sent to the Catholic church by hig 
grandmother until he was six. He gg 
that he did not go to church again til] he 
came to the hospital. After his lobotomy, 
he attended the group sessions voluntarily 
and participated very actively. He asked 
many questions seeking information. 

Early in his hospitalization, he heard me 
speak of the parable of the Prodigal Son, fp 
identified himself with the Prodigal—7, 
was no good, either.” Some months afte 
his lobotomy, the same parable was used 
This time he went a step farther. He saiq 
“I wish my father was like that.” Still later 
the same parable was used again. He mage 
a long speech to the effect that he had “ex. 
pected his father to act like God.” Obviously, 
he was much closer to the emotional and re. 
ligious realities. 

Later, after he was on an open ward, | 
asked him the same group of questions as 
the others. Again I summarize: 


“I’ve always thought a lot about religious things, 
but I feel different about it. I used to go to church 
just to be going and now I feel it’s worth going to, 
I’m able to trust people now if I know them. I don't 
worry so much about wrong things in my life that 
are better forgotten. It’s easier to be with people, 
I don’t feel so strong about my stepmother. I even 
talked with her a week ago. I had good reason to 
hate her, but there are some excuses for her. She 
had to work too hard. My father expected too 
much of her. There were too many children. My 
wife will meet her soon. (Patient married after 
discharge from the Army, has one child aged 7.) 


I must be careful not to start anything between , 


thm. I can’t blame my Dad too much, either. He's 
a hard man, without religion, and hard on his kids. 
In other ways, he’s a good man. They told me to 
forget the wrongs of the past. You were right 
when you told me that you can’t forget them but 
only forgive them. I think my daughter is fine— 
I want Dad to meet her. Things will be different 
now. I feel responsible for my wife and child. I'll 
have problems when I leave here. One is a job. 
Maybe I can get some GI training in mechanical 
work. Another problem is that my wife is a Li 
theran like you. I want to take my religion with 
me when I leave the hospital. I’ve seen mixed mar 
riages and I don’t like what I saw. It splits fam- 
ilies. We'll work it out somehow. 

I sure am one of the lucky ones. Some of the 
guys who got a lobotomy are crazier than ever. | 
was scared stiff when I saw them. I’m sure one of 
the lucky ones. I’m a new man.” 


This man attends Catholic services occa 











le, 





In my estimation he is, as he put 
He is no longer entirely en- 
grossed with himself and his troubles in a 
futile, despairing way. He is looking for 
answers. Other people have a place in these 
answers. He is genuinely concerned about 
healing some of the wounds that are there 
and as concerned about not causing new 
ones. He accepts responsibility for his fam- 
ily, not only from a financial point of view, 
put from the emotional as well, He recog- 
nizes hatred as destructive, forgiveness and 
understanding as constructive. 


sionally. 
it, a new man. 


The patient received a leave of absence 
over the Christmas holidays. His wife came 
with his daughter to get him. Her home is 
ina city in Tennessee. The patient was re- 
turned before the expiration of his leave. 
This is the story he told me: 


He was delighted to see his wife. He 
wanted her to visit his family (which lives 
nearby) shortly before they departed for 
Tennessee. He explained that she had never 
met them and that his father had never seen 
his daughter. But his wife insisted upon 
departing for Tennessee at once. “Well, she 
made the trip. I couldn’t insist too much.” 
The wife ordinarily lives with her parents 
but had rented an apartment for the leave. 
The child stayed with the wife’s parents. All 
went well until Christmas Day. Then the 
wife had to return to her job. She worked 
for the next three days. “I got lonesome, like 
a bird out of a cage.’”’ When asked why he 
didn’t go to the home of his parents-in-law 
while his wife was working, he said that he 
didn’t feel welcome there. ‘“‘So one day after 
cleaning up the joint, I went to get a beer. 
I met a guy there who took me to a dance 
hall. I didn’t dance, but I did get a little 
drunk, I got home about midnight. My 
wife wasn’t there. While I was making a 
cup of coffee, two cops came. They were 
okey tome. No rought stuff. So here I am. 
I wonder how many years this leave will cost 
me.” I asked him how he got along with his 
wife before this incident. “Okay.” Sexually? 
“Okay.” What now? “Be a good boy and 
get another chance, only this time I don’t 
go to Tennessee.” 


His story clung fairly well to the facts. / 
There had been more drinking than he ac- 
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knowledged, according to information from 
his wife. 

This man had lived with his wife for only 
a few months before his hospitalization of 
seven years. He had seen her no more than 
twice during that period. 


Patient “C” 

The patient’s illness was diagnosed as 
schizophrenic reaction, hebephrenic type, 
age 32. His mother died when the patient 
was two years old; his father, when the pa- 
tient was 7. His father remarried soon af- 
ter the mother’s death, to a woman with 
several children of her own. She showed 
much favoritism to her own children. The 
family was marginal financially, to the de- 
gree that the patient was unable to make 
the valedictory speech for his high school 
class for lack of the proper clothing. He 
broke down in the Army. In this hospital 
he was retarded, asocial, preoccupied, and 
assaultive. He rejected all my advances un- 
til I delivered a message about the death of 
a relative, He was relatively responsive to 
me thereafter. 

The home was nominally protestant. When 
the patient married a Catholic girl, he be- 
came a Catholic. For a time here, he was 
engrossed in religious literature. He dis- 
cussed suicide but said he must refrain be- 
cause God was against it and that he would 
not kill himself unless God told him to. He 
also said he had to live on account of his 
son. He expressed much guilt: “I have 
dreamed a million deaths. It seems that 
when anyone dies, I should have.” 


After this patient was on an open ward, 
he was asked the same group of questions 
as Patient “A.” For lask of space, I sum- 
marize: 


“I think more about religious values than I used 
to, pray more, feel that I have less to be forgiven 
for, have a greater desire to go to church; and, be- 
sides, I must set an example for my boy who is 
eleven. I can’t tell about my interest in people. 
This is such an unnatural environment. I think 
more about questions of right and wrong but 
mostly in connection with my son, how these things 
will affect him.” 


The patient made a slow but steady prog- 
ress after his lobotomy. The O. T. aide in 
charge of the group says he was the only 
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patient he’s been afraid of. In the story of 
Joseph and his brother, he said that he had 
the same kind of a deal, hadn’t done too 
badly, and had better forget it. He attended 
the group sessions voluntarily. He now at- 
tends Catholic services regularly. 

Remembering this person as he was be- 
fore his lobotomy—surly, assaultive, with- 
drawn—recalling from his premorbid his- 
tory a picture of an able but frustrated, 
beaten, deprived lad, I feel now a warmth in 
him that moves me. Before his lobotomy, he 
refrained from killing himself—so he said— 
for the sake of conscience and family. Now 
he wants to live constructively for the sake 
of his family. 

Lobotomy has changed these men. As Pa- 
tient “B” put it, he is a “new man.” Cer- 
tainly he is “new” in that he is different 
than he was before the acute stages of his 
disease, and he is no longer the grossly psy- 
chotic patient who spent seven years in this 
hospital, Another patient put it this way to 
me upon leaving the hospital: “The same 
man who came in is not leaving. I feel like 
I’m a totally different person. My family 


will have to get acquainted with me all over 
again. It’s going to seem funny. The old 


farm will be the same. The creek and the 
woods will be the same. But I will feel as 
a stranger there. It will be like seeing them 
for the first time.” In what schizophrenic 
way he had seen those things, I don’t know. 
The point I wish to make is that he was con- 
scious of a change in himself, 

The change was created by a mutilation. 
Because the change in the man improved 
him, the mutilation is justified. However, 
a mutilation commonly deprives a man of a 
valued thing. That is where the moral re- 
sponsibility of those who consent to and per- 
form the mutilation enters. If we take away 
from him, we must also make every effort 
to restore. The hospital which lobotomizes 
a man owes him its best efforts toward re- 
habilitation. It was with that in mind that 
I worked with these patients. If it is true 
that a lobotomy takes from a man sensi- 
tivity to religious and moral values, then it 
is a moral obligation to restore that sensi- 
tivity to him, or at least to condition what 
sensitivity he has left. The Christian church 
at its best has always recognized the im- 
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portance of leading people to knowledge of 
religious realities and tried to lead them t, 
growth in applying these realities to lif, 
to reality situations. These things ay 
taught. The concept that God loves is taught | 
by word, example, and problem, even ag the 
child is taught to recognize parental love 
Response to love is taught, at least as to the 
form it takes. The beginning of this th 
hospital chaplain can do. He can teach the 
even as children, if necessary. 

It may be that the word “mutilation” js 
offensive to some people in the connection 
in which it is used. Certainly it may lp 
pointed out that the degree of mutilation js 
not the same in all patients. The results of 
lobotomy in a hebephrenic schizophrenic who 
has become dilapidated should hardly he ex. 
pected to be similar to those in a well-pre. 
served paranoid schizophrenic or manic-de. 
pressive. Also, to lobotomize a farmer ora 
bricklayer is hardly the same as lobotomiz. 
ing a journalist or artist or clergyman. The 
prefrontal treasury that is risked is not the 
same. 

I do not feel that these meetings with the 
group and an occasional personal converss- 
tion with the patient later is exhausting the 
chaplain’s potential. Much closer “follow. 
up” work would be required. It would nec. 
essarily include regularly scheduled inter. 
views and systematic group work, In per 
sonnel, these groups would wary widely 
from a group in the security wards toa 
group of men being prepared for discharge. 
Each group would have its own areas in 
which the chaplain could make contribution. 
For example, it is difficult for a lobotomized 
patient—as Patient ‘B’’—to realize that, al: 
though in the past liquor has not been 4 
problem to him, it will be now. Thus, it be 
comes a moral problem to him. The chaplain 
can reinforce the counsel of the doctor and 
the social worker on such a point. It would 
lend itself to group discussion of improved 
patients. 

In an over-all way, any hospital owes the 
mutilated patient its best. I think, for ex 
ample, that occupational therapy, educa- 
tional therapy and manual arts therapy often 
have a significant place in the rehabilitation 
of this patient. New skills and knowledge 
which will be useful to him are important 
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the # he can go. . | 
hem Certainly Social Service has a definite role. 

* Ifthe schizophrenic patient is “diffierent” in 
” ig remission than he was prior to his illness, 
tion § then the schizophrenic and mutilated patient 
be f is doubly so. Interpretation of such differ- 
Nis ences to both the patient and his family as- 





sumes primary importance. 

The psychiatric and psychological depart- 
ments, of course, must remain in control of 
the changing patient. The chaplain, as oth- 
ers, often gets out of his depth. For example, 
a patient who was in a homosexual panic 
before his lobotomy retained his early reli- 
gious education to a great degree and very 
soon assumed a position of leadership in the 
chaplain’s group. He seemed to be doing 
well, but gradually he began to make veiled 
references of a homosexual nature. The chap- 
lain couldn’t cope with it and referred him 
to the psychiatrist. Another began to tell 
stories of violence, On one occasion, he told 
the group that he had strangled his young 
sister in her crib. The group questioned him 
and he easily laughed when they tried to 
puncture the truth of his story. In the fol- 
lowing meeting, one of the men made a cas- 
ual remark about his story and he flew into 
a rage, denying that he had ever said such 
athing. Certainly there was conflict. Such 
incidents are quite common. It is in line 

' with the general experiences with lobotomy. 
I feel that it often enables a patient to dis- 
cuss things which were previously blocked 
out of consciousness and more easily reveal 
matters which formerly were too threaten- 
Ing to talk about. He is often in flux and 
a chaplain or other nonmedical personnel 
working alone cannot do him justice. 

When the patient comes home, the family 
which permitted a mutilation surely owes 
him loyalty. But certainly, as indicated 
above, the family deserves a summary of the 
changes in the patient, an interpretation of 
Such changes, and detailed and sustained 
help in dealing with the patient. 
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The Church, if it will, can make a contri- 
bution in terms of friendly acceptance and 
particularly in furthering his religious and 
moral insights, That this calls for special 
effort is assumed. 

The community can make its contribu- 
tions in the same terms that it can contrib- 
ute to any patient. It can give the lobo- 
tomized patient a few special “breaks” to 
help him toward his rehabilitation. This 
could well become part of the general effort 
to educate the community in the direction of 
accepting and helping the mentally ill pa- 
tient. 

I have not been able to follow these pa- 
tients into civilian life because the program 
here is too new. But it has been a source 
of encouragement and pleasure to me to see 
the response of the lobotomized patients on 
open or privileged wards. An average higher 
than the general hospital average volun- 
tarily attends services and religious discus- 
sion groups. Within these, they participate 
well and appropriately. They try to relate 
religious principles to reality. As one of 
them recently put it in a voluntary group 
after he had asked for a discussion of re- 
ligion and marriage, “It’s strange that I had 
to come to a bughouse to learn something 
about religion.” That may indeed be strange 
but it’s gratifying that he can see a rela- 
tionship between religion and a reality sit- 
uation such as marriage—his own, 

As a chaplain I have been concerned with 
the capacity of lobotomized patients to deal 
with the values embodied in religious teach- 
ings. The present paper is a report of ex- 
periences with such patients in group meet- 
ings and individual sessions designed to in- 
volve them in discussion of familiar biblical 
stories and the application of the lessons to 
their own lives. It has been shown that such 
patients either do retain sensitivity to moral 
values or can be educated to such and that 
there is a place for the chaplain in the post- 
lobotomy treatment program. 





Author’s Note: The author is indebted to Dr. Sid- 
ney L. Sands, Consultant in Psychiatry, Veterans 
Administration Hospital, Knoxville, Iowa, for his 
editorial assistance and encouragement. 
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Effect of Primidone (Mysoline) on Grand Mal Attacks 


G. DE M. RupoLF, M.R.C.P., D.P.M., D.P.H. 


Bristol, 


Often comparison of the value of treat- 
ment in the control of major epileptic at- 
tacks is made by contrasting the number of 
fits occurring in a period immediately pre- 
ceding the period of treatment with that of 
the treatment period, This method, although 
giving an indication of the short term re- 
sults of treatment, does not take into con- 
sideration the variations in the number of 
fits that may take place over long periods 
and without change of therapy. For ex- 
ample, in one case of the present series, the 
monthly number of attacks over a period of 
26 months varied, without change of treat- 
ment, from 0 to 399, without the appearance 
of status epilepticus. The opposite extreme 
is shown by a case whose attacks, also with- 
out change of treatment, varied from 0 to 
five over 43 months. 


Method Used 


In this study, the method used consisted 
of a comparison of the number of attacks 
occurring in each of a number of years with 
those taking place during treatment. By this 





From Hortham Hospital, Bristol, England. 


England 


means, the great variation in the number of 
attacks that occurs during a constant treat. 
ment is taken into consideration. 


In the hospital for mental defectives 9 
which this study was made, the daily routine 
of the patient is dissimilar in the winter ang 
summer. In the first, greater time is spent 
indoors with a closer proximity of individ. 
uals than in the second. As this difference 
might affect the number of fits, records have 
been studied of the number of attackg o¢. 
curring in similar months of each year, 


As major attacks may spontaneously de. 
crease, no patient whose fits have been de. 
creasing consistently has been included, for 
the continued decrease during treatment 
might be described as due to the treatment, 
when, in fact, the decrease might have oc. 
curred if treatment had not been given. 


Of a total of 54 males and 63 females hos. 


pitalized only five males and six females 
could be included in the test series as falling 
within the criteria, The majority of pa- 
tients had shown improvement on other, or 
on no treatment. Of the 54 males, nine, and 
of the 63 females, 20, did not require treat- 


TABLE 1 
Number of Fits During Years of Observation 
n ! n 29 
: i E ; 
2 : a 3 4 , 
ae = ai 5a . Ee 
y as : ES as s 38 
5 f z BE 6 Z ne 
M. a. 13-35 6 48* (+) 17-47 6 19 (0) 
M. 2. 3-12 6 5 (0) 5-11 7 Dd (0) 
M. 3. 7-70 13 18 (0) 7-44 15 22 (0) 
M. 4. 13-115 12 Bsr* (0) 18-142 12 0 (—) 
F. 5. 67-136 2 161 (+) 104-777 3 135 (0) 
F. 6. 0-25 20 a (9) 0-31 20 3 (0) 
F. a 13-18 4 4 (—) 2-21 5 3 (0) 
oe 8. 17-64 11 14 (—) 12-58 12 8 (—) 
F. 9. 1-6106 18 22 (0) 0-371 16 7 (0) 
M. 10. 33-90 7 38 (0) 24-89 if N.0. 
ae | 2 11-44 8 ag** (0) 15-48 9 N.0. 
NOTES: —= Decrease. 
* Primidone stopped after 18 days. + = Increase. 
** Primidone given for 59 days only. O.= Doubtful. 


*** Primidone given for 23 days only. 
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N.O. = No observations. 
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ment. Treatment used in this hospital, with 
which the primidone therapy is under com- 

arison, consisted of phenobarbitone; epanu- 
tin, with and without phenobarbitone; tridi- 
one; and sodium bicarbonate, with and with- 
out phenobarbitone. 

Primidone was given in two periods. Dur- 
ing the first, it was given in progressively 
increasing dosage from one tablet (.25 g.) 
bd. on the first day to one tablet o.m, and 
o.n. with two tablets at mid-day, on the tenth 
day. At the same time, the usual dosage of 
the previous treatment was continued in full 
for the first three days, reduced to half dur- 
ing the fourth to sixth days and discontinued 
on the seventh day. This first period of treat- 
ment extended over six months, from Febru- 
ary to July. 

During the second period of treatment of 
six months, from October to March, three 
tablets (.75 g.) were given b.d. 


Results 


Table 1 indicates the minimum and maxi- 
mum number of fits recorded in years pre- 
ceding the beginning of treatment, with the 
number that occurred during the first and 
second periods of treatment. The table 
shows that during the first period only two 
patients (25% ), Nos. 7 and 8, had a smaller 
number of fits than they had had previous to 
treatment in the same season of the year. In 
case No. 1, the primidone was discontinued 
after 18 days as the fits became more violent 
and frequent, the boy knocked his head on 
solid objects more than previously and he 
became noisier. The face and scalp were 
flushed for about five minutes after each 
dose. In case No. 4, the primidone was stop- 
ped after 59 days, as the fits had become 
more numerous. Primidone was stopped for 
3 days as drowsiness developed in case No. 
11. It was finally stopped after 23 days of 
treatment as delusions commenced, although 
these had been noted previously. Nos 10 and 
11 were not given the second course; No. 10 
becoming more retarded between the end of 
July and the date of the beginning of the 
course. Of the remaining nine cases, only 
Nos. 4 and 8 gave figures less than in any 
previous year of observation; but no patient 
showed a greater number of attacks. No. 7 
who had shown a reduction during the first 
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course of treatment, gave a doubtful result 


during the second. 


TABLE 2 
Number of Fits During Three Years 
Preceding First Treatment 


s 43 #8 

oF of 3 =8 

2 a ws 

2 Sis Sus ns 9 

é “E “$e gE 

M. 1. 33 35 24 37 23 47 +* — 

1 a oS 3 y § 8 8 6 0 — 

M. 3. 46 26 ff uy 7 16 0 + 

M. 4. 14-26 17 18 24 63 +** — 

BR 5 N.O. 67 136 104 777 244 0 0 

| a oF 2 9 3 9 6 — 0 

F. G 15 18 14 10) 2 3 a 0 

We 6S 64 39 17 43 12 12 — — 

e 9: (TS 39 tS i> Ze 0 — 
M. 10. 44 39 33 24 34 49 0 N.O. 
ew. 28 20 21 15 21 16 —*** NO. 





* Primidone stopped after 18 days. 
** Primidene given for 59 days only. 
*** Primidone given for 23 days only. 

—= Decrease. 

+ =Increase. 

O.= Doubtful. 

N.O.=No observations. 

Table 2 shows the number of attacks in 
each of the three years preceding treatment 
with primidone. As compared with these 
years, three (33%) of the nine cases who 
underwent the full treatment showed a re- 
duction of fits during the first period of treat- 
ment and five (57%) of nine during the sec- 
ond, In the latter period, one case showed 
an increase. 

These two tables demonstrate that, as re- 
gards the immediate past, primidone reduced 
the number of fits in four (44%) of nine 
cases and gave doubtful results in five cases. 
With the higher dosage, treatment reduced 
the attacks in five (57%), gave doubtful re- 
sults in three and increased the attacks in 
one case. 

Comparison of these results can be made 
with those of other writers in a limited man- 
ner only, as all workers have not used iden- 
tical methods. Smith and McNaughton 
(1953) found that 35% of 61 cases showed 
a reduction of at least 50% in attacks during 
a treatment period of five months or more. 
Although comparison was made with the 
best performance in the preceding years, 
more than one-half of the cases having suf- 
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fered from attacks for over 10 years, the 
months immediately preceding treatment 
were not considered and seasonal factors ig- 
nored. Whitty (1953) compared the treat- 
ment period with the previous year, obtain- 
ing 80% improved of 46 cases, and Hand- 
ley and Stewart (1952) reported the same 
percentage improved, using similar meth- 
ods. Wilson and Hodgson (1954), also us- 
ing the same method of comparison but with 
a slightly greater maximum dose, found that 
only one case (11%) showed improvement, 
with nine (89%) cases suffering from an in- 
creased number of fits. Burton-Bradley 
(1953) reported 50% improved of 18 pa- 
tients, comparing the attacks during a pe- 
riod of four months’ treatment with the av- 
erage incidence over a previous four months. 
Game (1953), Nathan (1954) and Selby 
(1953) treated out-patients so that the rec- 
ords of the number of attacks were depend- 
ent upon the reports of the patients or their 
friends, Greenstein and Saperstein (1953) 
added primidone to the previous treatment 
being given to 16 cases. A 75% improve- 
ment rate is reported, but no duration of the 


pre-treatment is recorded. Butter (1953) 
and Calnan and Borelli (1953) also give 
no descriptions of definite time-comparisons. 
Adderley and Monro (1953), Bonkalo and 
Arthurs (1953) and Briggs and Tucker 
(1954) do not discuss grand mal attacks. 


Summary 
Comparison was made of the number of 
grand mal attacks taking place during treat- 
ment with primidone, 1 g. or 1.5 g. daily, 
with the number of fits occurring in the cor- 
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responding seasonal periods of from two ty 
20 previous years in 11 cases who had Show, 
no consistent improvements in the number 
of their attacks. 


When only three years preceding treat. 
ment were used for comparison, five (57%) 
of nine cases showed improvement on the 
higher dosage and three (37% ) on the lower 
When all the years were used for compar) 
son, only two cases (22%) of nine treataj 
for six months on the higher dosage Showed 
improvement and, again, two (25%) of eight 
cases treated for the same length of time o 
the lower dosage, 

Acknowledgement. My thanks are due to Dr. J 
Lyons, Medical Superintendent of Hortham Hospita, 
for suggesting this investigation and for access ty 
records. 
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Pseudohermaphroditism: A Psychological Study 


WILSON G. SCANLON, M.D. 
New Canaan, Connecticut 


Introduction 
To the best of my knowledge, there exists 
only one other report! limited to the prob- 
lems encountered by a psychiatrist treating 
4 hermaphrodite for psychic complications 
arising out of surgically changed sex role. 


The patient presented today had at birth 
mixed external genitalia but physicians sus- 
pecting the female would eventually pre- 
dominate, advised the family to raise the 
child as a girl. The three siblings immedi- 
ately preceding the patient were girls and 
the four were constant companions in child- 


hood. 
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Figure 1 


Because of general incorrigibility, tru- 
ancy, and sexual activity with boys, the pa- 
tient was admitted to a girls’ school at 1114 
years of age and remained there for a year 
anda half. Medical attendants at the school 


From Silver Hill Foundation 

Read at the meeting fo the Southern Psychiatric 
Association held at Louisville, Kentucky, October 3, 
1954. 


reported that the child had pronounced her- 
maphroditism and needed an operation to 
determine the true sex. 

At age 13 the patient (Figure 1) left the 
girls’ school and was examined at a medical 
center where the habits, voice, posture, gait, 
hair, and general somatic as well as secon- 
dary sexual characteristics were described 
as the male type. There was at that time no 
development of the breasts. The genitalia 
were “obviously masculine.” (Figure 2) 


=~ 


Figure 2 


At laparotomy, a normal male pelvis with- 
out uterus, tubes, or ovaries was found. The 
patient was given a boy’s haircut, boy’s 
clothing, and was returned home as a male 
within a month after entering the hospital. 
Future operations for closure of the hy- 
pospadias and correction of the cryptorchi- 
dism were contemplated. 

A continual record of delinquency fol- 
lowed. Despite innumerable problems of 
management, within a year after laparotomy 
the congenital chordee had been released and 
endocrine treatment started. The hypospadic 
repairs never held and a perineal fistula re- 
mained. 

At 14 years of age, breast development 
began confirming in the relatives’ minds that 
the patient was really a girl. This attitude 
was freely communicated to the patient. 

Efforts to assist him in acquiring male 
attitudes and habits by attendance at boys’ 
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school were unsuccessful. Conspicuousness 
because of his breasts and having to urinate 
like a female necessitated his withdrawal 
from the school after two weeks. 

Social maladaptation required his spend- 
ing a year and one half in a boys’ correc- 
tional school. His fellow students there re- 
ferred to him as half man and half woman. 
At 18 years of age, legal complications 
forced abandonment of efforts to have his 
name Officially changed to that of a male. 
As a result, he never was able to obtain a 
draft card. 

At 22, he married a girl of sixteen. He 
was able to gratify her sexually but his fa- 
ther-in-law, upon learning of the patient’s 
past history, influenced his daughter to seek 
divorce on grounds of impotency. In an open 
court hearing, the patient’s past personal 
and medical history were debated and were 
used as the basis of a decision in favor of 
the wife. 

Shortly after the divorce the patient re- 
turned to the medical center seeking medi- 
cal and surgical verification of his male 
status. He was reassured and referred for 
psychotherapy as a case of hypospadias and 
gynecomastia with a circumscribed depres- s 
sion specific to pathological grief produced a 
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by the divorce. At the time of referral he 
was a 26-year old white man with a lifelong 

rsonality disorder related to pseudoherm- 
aphroditism. Physically, he was thin with 
wide hips, narrow shoulders, and moderately 
powed legs. (Figure 3) The inner aspect of 
the thighs were not fat. The face hair was 
sparse and moustache soft. Axillary hair was 
present, and pubic hair tended in an android 
distribution and was not abundant. The 
hands were long and slender. The breasts 
were in stage two and three of development. 
(Figures 4 and 5) The external genitalia 
were of android character. A small phallus, 
two inches long and two inches in circum- 
ference, was present, The perineum showed 
attempted repair of the hypospadias but 
there was a urethral fistula at the base of 
the penis. The scrotum was cleft with both 
testes down. (Figure 6) The right was lower 
and larger than the left. The right measured 
2x1x1 cm. and the left 114x1lx1 cm. Both 
were somewhat cystic and coft, but not ten- 
der. Rectally there was a small rudiment of a 
non-tender prostate. Endocrine measure- 
ments showed the most outstanding feature 
as 1914, pounds underweight. 
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Figure 6 


Psychological Tests 
At the beginning of psychotherapy, psy- 
chological tests were administered, His I.Q. 
was 115. The projective tests suggested his 
primary conflict was inability to establish an 
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independent masculine role. The prognosis 
for inner adjustment and the reduction of 
conflict and tension seemed good. 


Psychiatric Aspects 

The record of suicide in these misfits is 
not inconsequential. With a _ permissive 
therapeutic atmosphere he spoke vitrioli- 
cally of all who were connected with the di- 
vorce proceedings and the failure of medical 
authorities to supply at the divorce court 
adequate verbal and written proof of his 
masculinity. Shortly thereafter the reac- 
tive depression began to clear, and suicidal 
ideas were no longer expressed. By the 16th 
interview, he stopped protesting the un- 
fairness of society and its failure to accept 
him as a complete male but rather was ex- 
pressing active hostility towards the sur- 
geons, welfare workers and others who had 
been instrumental in his change from female 
to male. Although abhorring the male role, 
he had achieved with effort satisfactory sex- 
ual relations with a female, even though this 
capacity was a result of visualizing himself 
as a woman during coitus, The phallus 
yielded only a moderate amount-of sexual 
pleasure; the urethral fistula remained more 
highly eroticized. The explanation for this 
came out in therapy sessions when it was 
revealed that from ages 9 to 12 he had had 
sexual relations in the female role utilizing 
the hypospadic area. Never in the 13 years 
of the male role had he lost his preference 
for femininity although for the most part he 
had kept such inclinations well hidden. His 
breasts had been screened behind double- 
breasted suits; a beard had been fostered by 
frequent shaving and he had attempted to 
pitch his voice at a lower level. In spite of 
efforts to be a male, in his dreams he was 
always a female, and he could not attain a 
single success vocationally or socially as a 
male. 

When in the interview situation it became 
apparent that he was tending towards a re- 
version to the female role, some pressure was 
put upon him to prevent this, for the prob- 
lems certain to arise would be equal to those 
he had experienced before. He commented 
that he would rather revert to the female 
role even though he had no vagina. To con- 
tinue as a male was Synonymous with hatred 
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toward society in general and towards his 
former wife in particular. The depression 
bound to result from these feelings of hatred 
was a greater burden than loss of capacity 
for sexual action, 

Two months after treatment began and 
while he was inclining towards resumption 
of the female role, psychological testing was 
repeated. The results were similar to the 
previous ones and did not indicate what his 
true psychosexuality might be. In less than 
a month after these tests and at the end of 
55 interviews, he reverted to living like a 
female in spite of considerable opposition. 

This patient was articulate and actually 
very interested in trying to determine why 
he failed as a male. Having lived his first 
13 years as a female, his second 13 years 
as a male, he presented some interesting con- 
trasts. He was unique in that he was re- 
ferred for psychiatric treatment alone, not in 
conjunction with the usual desire to estab- 
lish true sex prior to contemplated surgical 
procedures. It was incidental to the psy- 
chotherapy of a depression that the rever- 
sion to the female role took place. It was 
as if a discovery had been made such as in 
Hugh Young’s Case No. 5 when reversion to 
former status occurred upon discovery of an 
unsuspected testicle, Routine psychological 
studies at the onset of psychotherapy re- 
vealed nothing any more conclusive regard- 
ing so-called true sex than does endocrino- 
logical and genito-urinary survey in these 
cases. 

Although he had learned to pitch his voice 
low like a male, hold a cigarette like a man 
and dress like a man, he never did submit 
to removal of the breasts although urged to 
do so. As a matter of fact, he admitted to 
admiring them in the privacy of his own 
room. In the interview situation, it becarne 
apparent that in spite of struggling valiantly 
to acquire male characteristics, he contin- 
ued to prefer feminine foibles; he liked to 
sew, not to play football. He wanted to 
emulate his sisters, not his brothers. His 
first sexual experiences had been in the fe- 
male role. In the interviews, he spoke as a 
woman toaman. Thirteen years after hav- 
ing been told he was a male and to assume 
the male role, his dreams portrayed him 
as a girl, and in these portrayals he was 
210 
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never older than 18. And while in my own 
mind this particular patient is both male and 
female, anatomically and endocrinologically 
it seems worth recording that this patient's 
expressed disappointment at his firgt gyp. 
gical exploration was that the penis was not 
removed, Even when I was working with 
him some 13 years after he had been forceq 
to assume the male role, he was still Willing 
to give up the penis, but was not willing to 
have his breasts removed. Penis envy and 
castration fear seemed to play no part in his 
anxiety. 

In this brief presentation, the topics of 
gonadal biopsy and endocrinological survey 
are omitted. The perplexities of the latter 
have been beautifully recorded elsewhere: 
The details of modern genito-urinary survey 
of a hermaphrodite are well known. Fine. 
singer* and others‘ have stressed the ne. 
cessity for psychiatric and psychological 
evaluation prior to any surgical intervention 
or alteration on these unfortunate people. 

The psychiatrist is not apt to see these pa- 
tients early in their life. A survey of the 
literature and experience with this patient 
prompts the following conclusions: As Cecil’ 
has said, “There is no reason why an inter- 
sexed baby should not be surgically explored 
immediately at birth and every reason why 
it should because of the havoc such an indi- 
vidual brings to a family.” Then at laparot- 
omy, appropriate surgical procedures should 
be instituted and, if possible, completed by 
four years of age, Should some secondary 
sexual characteristics such as breasts or a 
hypertrophied clitoris develop later in life, 
they can be removed as an anomaly. 

If the problem does not come to light until 
the age of 4 to 7, the final course of events f 
has probably been established because at 
that age talking and dressing in the role of 
one or the other sex has started and body 
concept is forming. It would seem best to 
group this childhood area with the latency 
period and do nothing; for the latter with its ¥ 
mixed feelings and exquisite sensitivities as 
well as unestablished hormonal balances is 
an inappropriate time to attempt determin- 
ing and fostering a sex role. The usual en 
docrinological and psychological investiga: 
tions will not solve the problems. So if the 
situation is not immediately sized up at 
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pirth and definitive steps taken, it would 
seem best to advise delay of any surgical 
alteration or psychiatric investigation until 
after puberty. Then a definite libido direc- 
tion may have been established. After pu- 
pescence, superficial appearance should be 
given consideration by the physician. But 
more important is how the intersexed feels 
about his anatomy and which sex role the 
individual expressly prefers. In this case 
and in those reviewed in the literature,*’ 
the predominant majority prefer to continue 
in the pattern in which they were raised 
prior to puberty, And after puberty it will 
not be the genetic, gonadal, endocrinological 
or projective tests which will help—but the 
expressed needs and desires of the individ- 
ual. These will be expressed in terms of ac- 
ceptance or rejection of him by society in 
a given sex role. His preference for secon- 
dary sex characteristics and his indication 
as to which sex role he believes he can be 
more comfortable in should be given prime 
importance. At best his role will be difficult 
and he will need complete surgical, psychia- 
tric and social support if he is to succeed. It 
doesn’t even seem necessary to bless the 
psychiatric approach with any particular 
name for it is an extremely simple approach. 
The patient will be able, in the predominant 
majority of cases, to tell anyone who will 
take the time to listen what sex role he pre- 
fers and in most instances it won’t have to 
do with gonads or libido but with how he was 
raised during the first seven years of life. 
There is another area where the psychia- 
trist can be of real help. If the sex has not 


JULY 


been decided or determined at birth and the 
family has come to regard the patient in a 
specific sex, it is more difficult to elicit its 
cooperation which is so essential later on 
should change of sex role be desired by the 
patient. Thus, while standing by during the 
latency period before the child has reached 
puberty, the psychiatrist could well be pre- 
paring the family for understanding of the 
inherent problems and for making future ad- 
justments no matter what sex role the pa- 
tient chooses. 


Acknowledgement: The author acknowledges his 
indebetedness to Margaret Brietz, M.A. for her valu- 
able contributions and assistance. 
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Oral Metrazol Therapy in Senility 


(A Preliminary Report) 


WILLIAM B, SUTER, M.D. 
Mayview, Pennsylvania 


One need but scan through the medical lit- 
erature of today to realize the growing im- 
portance of the geriatric problem. At the 
turn of the century 44 per cent of the popu- 
lation of the United States were under 21 





From Allegheny County Institution District Hos- 
pital, Mayview, Pennsylvania. 


years of age and only 4 per cent were 65 or 
more. Today only 14 of the population are 
21 years old or less and 10 per cent are over 
65. It has been estimated that by 1957 al- 
most 20 million people in the United States 
will have reached this age.” 

Fortunately, at least 80 per cent of the 
aged are normal mentally. Thus Himler® 
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among 474 persons over 65 years of age 
found that 81.8 per cent were mentally nor- 
mal, 14.4 per cent were border-line cases 
mentally and in habits, and only 3.8 per cent 
evidenced definite psychiatric disability. This 
may seem like a small percentage, neverthe- 
less 38 per cent of the patients admitted to 
mental hospitals at present have senile psy- 
choses or mental symptoms associated with 
cerebral arteriosclerosis, In addition, many 
milder cases are cared for at home.* 

With advancing age a gradual decline of 
the body functions occurs. Muscular power 
wanes, the aged person is tired both men- 
tally and physically, his reflexes are slower 
and, in addition, he is often depressed. Fur- 
thermore, pain, due for example to arthritis, 
or circulatory disturbances, the result of car- 
diovascular disease, increases mental and 
physical fatigue. 

The most frequent neurologic disturbance 
in the aged is the result of cerebral vascular 
disturbances, arteriosclerosis of the cerebral 
vessels, thromboses and emboli or hemor- 
rhage. Diminution of the caliber of the ar- 
teries will lessen the amount of blood avail- 
able for brain metabolism. In addition the 
lymphatic system contained in the cerebral 
vessels will be deranged. Again the heart in 
these old individuals is no longer so efficient 
as it was and respiratory efforts are less. All 
of these factors inevitably must lead to 
anoxia. While an acute O, lack or excess 
of CO., providing it is not too great, stimu- 
lates respiration, a chronic O. deficiency will 
lead to decreased brain metabolism and thus 
will result in mental disturbances, There is 
indeed good evidence both in animals and 
man that brain activity adjusts itself to the 
blood supply and that the opposite is also 
true. It is clear that here a vicious cycle is 
very apt to be established. This may be the 
result of a combination of any of the above 
discussed factors. 

Severe cerebral arteriosclerosis may pre- 
vent the arteries from responding to the di- 
lator effect of the increasing CO., on the 
other hand, adequate dilation of the vessels 
and stimulation of respiration may not suf- 
fice to supply adequate amounts of O, to the 
brain for normal function because the circu- 
lation is too poor. There is excellent evi- 
dence for the truth of this assumption since 
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some patients with hypertension are men. 
tally worse if their blood pressure is reduced, 
This can only be the result of inadequate 
blood supply to the brain. Again in senjje 
dementia the brain may be incapable of age. 
quate O. consumption, probably due to the 
impaired ability of the brain cells to utilize 
glucose. 

Thus it is not surprising that patients pre. 
senting the same picture of mental Sanity op 
confusion will show entirely different intra. 
cranial findings when they come to autopsy, 
There is definitely no direct relationship be- 
tween cerebral arteriosclerosis and mental 
activity. Likewise, peripheral arteriosclero. 
sis does not allow one to draw conclusions 
regarding the status of the cerebral vessels, 
All of which drastically emphasizes that 
each geriatric patient is an individual prob. 
lem which must be carefully studied in order 
to establish a differential diagnosis and any 
therapy employed must be individualized to 
meet the requirements of the particular pa. 
tient. 

As Smigel* so aptly puts it: We must de. 
termine which capacities the geriatric pa- 
tient has lost, which he has left, and what 
can be done to make the collateral capacities 
replace those lost. I also agree fully with 
his statement that it is axiomatic in the 
treatment of these old people that treatment 
should not be given up simply because a to- 
tal cure seems, or is in fact, unattainable, If 
the patient cannot be cured, perhaps he can 


be given an increased sense of well-being, he | 


may be led to take interest in himself and 
others and in his surroundings. Failing in 
this also, he may perhaps be made more 
amenable to institutional discipline and care 
or even be improved sufficiently to be taken 
care of at home. The latter is a most im- 
portant achievement because of the limited 
hospital facilities available for these pa 
tients. 

To accomplish the outlined aims, all mo- 
dalities at our command should be employed. 

Rehabilitation of these aged people must 
include proper nursing care and a physician 
who really is interested and shows this it 


terest in these patients whom time has] 


passed by so that they are, as a group, p0s 
sibly the loneliest people in the world. Often 
the judicious use of sedatives and analeptics 
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is very effective, providing the patients are 
carefully selected for such therapy. 

Rehabilitation therapy is both expensive 
and time-consuming, The expense is, how- 
ever, of no moment and will be more than 
recovered if these old people who have, 
mainly due to lack of personnel, hitherto 
been most negligently cared for, are im- 
proved, even if only So far that their nurs- 
ing care becomes easier. Instead of a vi- 
cious cycle, a beneficial one will then be es- 
tablished, particularly if the patients can be 
impoved sufficiently to be cared for by their 
relatives at home, because greater efforts 
can then be made to better the status of the 
other patients on the ward. 

Any regime for the adequate care of these 
oldsters would not only require increased 
funds but more important increased per- 
sonnel unless some simple mode of therapy 
could be found which would improve the 
physical and mental status of these victims 
of senility. Even if our regime will only 
improve these patients so that they will be 
less of a burden, to themselves and others, 
much will have been gained. 

The success reported by Chesrow et al.° 
with oral Metrazol therapy in aged and con- 
fused patients persuaded me to attempt this 
convenient therapy on a selected group of 15 
patients at the Allegheny County Institution 
District Hospital, 

The choice of Metrazol seemed logical 
since the drug, pentamethylentetrazol, is a 
restorative, potent analeptic and central ner- 
vous stimulant. Its action is primarily on 
the higher centers, cortex, thalamus and 
medulla, but all parts of the cerebrospinal 
axis are stimulated to some degree. 

Metrazol acts particularly on the respira- 
tory, vasomotor and vagal centers when 
these centers are depressed either physio- 
logically or by drugs.*’ It stimulates reflex 
activity of the spinal cord and seems to en- 
hance autonomic activity both directly and 
in response to afferent stimulation’ and stim- 
ulates nerve impulse transmission across the 
ganglionic synapses.°*:"° 

Metrazol has been used as an ergogenic 
aid and to dope race horses,*:''*'® also as a 
stimulator of the cerebral cortex to make 
evident latent EEG changes as described by 
Chesrow;* Gastaut and others.’*-"* Metrazol 
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has been shown to increase muscle tone, 
Hahn et al.?° 

It has been reported that depending on 
pressor and depressor factors, Metrazol may 
increase or decrease blood pressure. This 
agrees with Chesrow’s findings and our own. 
Metrazol also increases cerebral circula- 
tion.®?° 

Metrazol is absorbed quickly by all routes 
of administration, is quickly eliminated, is 
of low toxicity and aside from some flushing 
or nausea and vomiting with large doses, ex- 
hibits few side actions on oral administra- 
tion. Convulsions or even muscular twitch- 
ings with oral therapy may occur but will 
develop only in particularly sensitive pa- 
tients with a very low convulsive threshold 
since the oral convulsive dose is at least 20 
tablets or more taken at one time. 

The group of patients treated with Metra- 
zol at our hospital consisted of 15 men aged 
67 to 83 years. These men were selected be- 
cause all of them showed marked senile men- 
tal disturbances. They had been in the In- 
stitution for years without any changes in 
their environment or personality, so that 
changes following any form of therapy 
might with some assuredness be assumed to 
be the result of the inaugurated treatment. 

The physical examinations of these pa- 
tients were not far from normal considering 
the ages of these men. All of them showed 
more or less marked peripheral arterioscle- 
rosis. Case 13 had an history of cerebral 
thrombosis but the hemiplegic symptoms 
had almost entirely cleared up. Case 15 had 
had an amputation of the right leg at mid 
thigh level because of gangrene. 

Hypertension was not a prominent feature 
in our cases. For example, case 9, a man 
of 70 had a blood pressure of only 110/60 
but was mentally very confused and so un- 
tidy that he had to be moved to another ward 
because he needed more attention. Most of 
the other men likewise showed no marked 
hypertension and often had perfectly normal 
blood pressure readings. The laboratory 
findings in all these patients were not sig- 
nificant. No evidence for lues was found 
nor was chronic disease, except such regu- 
larly found in aged patients, present. All the 
patients with the exception of case 1, who 
was not confused or disorientated, presented 
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a general picture of marked senile mental 
changes typified by disorientation, general 
confusion, dull listless attitude, untidiness, 
and restlessness, They wandered about the 
ward, were uncooperative, quarrelsome and 
occasionally needed restraint or sedation or 
both at night or even during the day. 

Oral Metrazol medication was begun 
March 28, 1952, with 3 tablets of 11% grains 
each, 4 times a day and generally was. con- 
tinued until May 1, 1952, when the dose was 
reduced to 2 tablets 4 times a day for the 
next 30 days except in the case of 4 patients. 
One of these (case 12) developed severe 
flushing and some dyspnea. After 48 hours 
the Metrazol dosage was therefore reduced 
to 2 tablets four times a day on which the 
patient did very well. Another patient 
(case 7) was flushed for 2 days but the 
medication did not have to be changed. 

Aside from these side effects no complica- 
tions followed the described Metrazo]l ther- 
apy except that 3 patients (cases 5, 6 and 
11) developed, on the second day of treat- 
ment, a mild convulsive seizure lasting re- 
spectively, 5, 5 and 3 minutes. Medication 
was stopped in all 3 men for a period of 
24 hours and then reinstituted at half the 
original dosage, that is, 2 tablets 3 times 
a day. This was continued for one week 
when the dosage was again increased to 2 
tablets 4 times a day. At present all pa- 
tients are receiving 2 tablets 4 times a 
day and will continue to do so. Because of 
the memory loss and lack of family con- 
tact, the anamneses on these 3 patients was 
extremely poor and it was impossible to 
determine if these men were epileptics. I 
myself did not see their convulsive attack 
and can say nothing about their character. 
It must be assumed however that these 3 
patients had a very low convulsive thres- 
hold as it is practically impossible to pro- 
duce convulsions with oral Metrazol medica- 
tion. Even intravenously a convulsive dose 
will not produce a seizure unless the drug is 
injected very rapidly. Thus, Hildebrandt*’ 
showed that 2 half convulsant doses of Met- 
razol given within 20 minutes produced a 
seizure but with a time interval of 2 hours 
detoxication was more rapid than absorption 
so that no convulsions occurred, even with 
subcutaneous injections. 
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Of the 15 patients treated, 12 of the pa. 
tients have shown definite improvement 
while 3 showed no change. One of theg 
three is extremely deaf which made commy. 
nication with the patient very difficult. As 
a result it was impossible to determine the 
efficacy of the drug. 

The specific changes that were most pp. 
table as a result of the Metrazol therapy 
were the changes in personality. Patient, 
who prior to medication had been quarrel. 
some, uncooperative and unpleasant to the 
personnel were now pleasant, amicable anq 
cooperative. There have been a few patients 
who have improved mentally but the genera] 
trend thus far has been towards improve. 
ment in personality. Examples of specifi 
improvements are illustrated by the case his. 
tories which follow and the general results 
are shown in the table, 


Case Histories 

Case 1, M.S.: This patient, a white male 73 years 
old, on admission complained of vague abdominal 
pains, but there had been no vomiting, loss of 
weight, or change in bowel habits. 

He was well nourished, heart and lungs were 
normal, blood pressure 140/70 and blood count and 
urine normal. Generalized peripheral arterioscle. 
rosis and a right inguinal hernia were present. 

Mentally the patient was very unresponsive when 
spoken to and wanted to stay in bed all day. He 
did not take any interest in his surroundings or 
the activities of the ward. He was kept out of bei 
in the daytime but just sat and stared at th 
wall. This patient was not confused or disorientated 
but had to be dressed and cared for by the attend. 
ants and have his food brought to him. 

Metrazol therapy, 1 tablet q.i.d, was begun 
4-10-52 and increased to 2 tablets q.i.d. after two 
days. Two weeks later the patient had no con- 
plaints and was improving steadily. He walked 
about the ward and went outdoors, no longer unre 
sponsive but pleasant and cooperative. On 5-9-i 
the patient asked for permission to leave and £0 
home. At this time he was able to care for him- 
self entirely. Blood pressure now 144/80. 1 
5-23-52 Metrazol medication was stopped and the 
patient was transferred to a ward where he had ti 
care for himself—(dress, shave, bathe and go to the 
cafeteria). Blood pressure now 140/76; physically 
as before. On 6-5-52 the patient was dischargel 
from the Institution on his own initiative. He it 
tends to live alone. 

Case 5, A.M.: White male 73 years old, fairly wél 
developed and well nourished. There were bila 
eral cataracts and the vision was poor. The right 
knee showed an osteo-arthritic condition. Heat 
and lungs were negative but marked sclerosis of # 
arteries was present. Blood pressure, 174/86. Blooi 





Pi 


———————E—— 


oOo 2 fb 2 





nts 


Ve. 
ific 


ilts 


‘ars 
inal 
of 


ere 


ea & aA 











unt showed slight anemia. Urine was negative 
a t for a trace of albumen and a few white and 
epithelial cells. Blood serology and chemistry were 
within normal limits. The patient was confused, 
disorientated, and wandered constantly. Needed re- 
straint much of the time. 

Metrazol medication was started 3-28-52 with 3 
tablets q.i.d. On 3-30-52 the patient had a convul- 
sive seizure lasting five minutes. The medication 
was stopped for twenty-four hours and started again 
with 2 tablets t.id. which was increased one week 
later to 2 tablet q.i.d., which was continued up to 
the present time (June 13, 1952). 

After thirty days the patient was more alert and 
his behavior better. The blood pressure was now 
only 118/70. Otherwise, the physical status had 
not changed. 

After sixty days the man’s condition was about 
the same as the month before. Blood pressure, 
120/80. Patient now pleasanter and answers more 
readily when spoken to. The most prominent fea- 
ture, however, is that the patient sits quietly at his 
pedside and no longer needs rstraint. 

Cases 6 and 11 were practically identical with 
case 5. Both of these patients developed a slight 
seizure on the second day of the Metrazol therapy. 
They were handled in exactly the same way as 
case 5. (See table for further details.) 


Case 7, W.D.: A 77 year old white male with com- 
plaints of dizziness and poor vision. Because of 
memory defects no coherent history was obtain- 
ablee The man was well nourished but of senile 
appearance. General arteriosclerosis and fracture 
of the left wrist was found. There were bilateral 
immature cataracts but the pupils reacted to light 
and accommodation. Lungs were negative. The 
heart was normal except for occasional extrasys- 
toles. Blood pressure, 168/86. Blood count and 
urine within normal limits. Mentally the patient 
was confused disorientated, restless and agitated. 
He constantly pulled the bed clothes apart from 
morning until night and moved his bed around the 
ward to the annoyance of the other patients and the 
attendants. 

On 3-28-52 he was started on 3 tablets of Metrazol 
qid. The patient became quite flushed for the 
next two days but therapy did not have to be in- 
terrupted. 

After thirty days the patient was much less agi- 
tated and restless. No longer disturbed the bed 
clothes or pushed his bed around. He was, how- 
ever, still confused and disorientated but much more 
cooperative. Blood pressure now 128/70. After 
further thirty days the patient was about as he had 
been the month before. Blood pressure 132/70. 


Case 9, P.M.: White male 70 years old in good 
physical health but rather obese. He complained of 
Weakness and inability to work. There was gen- 
eral peripheral arteriosclerosis. Heart and lungs 
were normal. Blood pressure, 110/60. Blood count 
and urine normal. 

Mentally the patient showed gradual deteriora- 
tion with disorientation and mental sluggishness. 
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He was so untidy that on 3-14-52 he had to be 
moved to a ward where twenty-four hour supervi- 
sion was possible because he was not able to care 
for himself and would wander off. 


Metrazol therapy was begun on 3-28-52 with 3 
tablets q.iod. On 4-16-52 he was sufficiently im- 
proved to be transferred to a ward with part time 
supervision. On 5-1-52 the Metrazol dosage was 
reduced to 2 tablets q.id. Patient now was sent 
back to his original ward. He was more alert, co- 
operative, independent, and able to care for him- 
self. Sleep and appetite were good. Blood pressure, 
120/76. In the next thirty days further improve- 
ment took place. The patient was more cheerful, 
still more alert, and no longer confused or disori- 
entated. This man has cleared up mentally to a 
very considerable degree. Blood prssure now 124/76. 


The results achieved in this purely prelim- 
inary study of a small group of patients are 
definitely promising. While some patients 
became mentally more alert, all except 3 
patients who remained unchanged became 
quieter, pleasanter and less quarrelsome, 
more amenable to ward discipline and often 
less untidy even though the majority of the 
patients remained confused and _ disorien- 
tated. 

This study is being continued with this 
group, additions to this group and with a 
new group in which the symptoms are not 
so far advanced, with the hope that of the 
last group many may be returned completely 
or almost completely to normal. 

Judging from our limited experience so 
far, the most effective dosage appears to be 
2 tablets of Metrazol of 14% grain each 4 
times a day. Doses higher than this did 
not seem to enhance the therapeutic results 
and seem to carry with them the possibility 
of producing an epileptic attack in patients 
with very low convulsive thresholds even 
though ordinarily the convulsive oral dose 
of Metrazol is around 20 tablets or more 
given at one time. Patients who are now 
being treated are started on 6 tablets a day 
in three divided doses and the dosage, if no 
contraindications develop, is increased a few 
days later to 8 tablets a day in four divided 
doses. 

In general I have found that demonstrable 
improvement in the patients does not occur 
for 10-14 days after the therapy is started. 
It is too soon to state how long improvement 
may last after the Metrazol therapy is dis- 
continued. 
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Fifteen senile patients nearly all of them 
disorientated, confused, often restless, un- 
tidy and quarrelsome, received oral Metrazol 
therapy. Generally, 2 tablets of 1% grains 
each were given 3 to 4 times a day, Twelve 
of the 15 patients were definitely improved 
even after so short a time as 4 to 5 weeks. 
Usually demonstrable improvement occurred 
within 10-14 days after the therapy was 
started. Although 2 patients became defi- 
nitely more alert mentally—one of them 
even requesting to go home and later dis- 
charged in his own cognizance. All the other 
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Summary : 


Diagnosis 


Generalized arteriosclero- 
sis. Arteriosclerotic heart 
disease. 


Arteriosclerotic cardiovas- 
cular disease with ad- 
vanced senility. 
Postoperative prostatec- 
tomy with urinary incon- 
tinence. Bilateral deaf- 
ness. Arteriosclerotic car- 
diovascular disease with 
senility. 

General arteriosclerosis. 
Arteriosclerotic heart dis- 
ease. Senility and scabies. 


Arteriosclerotic cardiovas- 
cular disease with ad- 
vanced senility. 


Arteriosclerotic cardiovas- 
cular disease with senility. 


Fracture of left wrist. 
General arteriosclerosis 
with senility. Immature 
cataracts. 


General arteriosclerosis, 
committed because of 
aimless wandering. 


Arteriosclerotic cardiovas- 
cular disease. Senile men- 
tal change. 


10 men became more amenable to ward care 
’ 


so that restraint frequently could be dis. 
pensed with and the constant aimless wap. 
dering about the ward ceased, 


What can be achieved with Metrazol ther. 
apy in mentally less confused cases remains 
to be seen. Judging from the results go far, 
Metrazol therapy certainly is of value to ye. 
duce the nursing difficulties inherent in the 
care of such senile cases. 
no mean advantage which enables the per. 
sonnel to give more time to those other pa- 
tients who require special attention. 


This in itself jg 


MENTAL STATUS 


Before Metrazol Medication 


Dull, listless, uncooperative, 
but not confused. Wants to 
stay in bed all day. 


Confused, disorientated, con- 
stant restraint needed. 


Confused, disorientated, un- 
tidy, very deaf. 


Confused, disorientated, but 
quiet and cooperative. 


Confused, disorientated, very 
untidy, wandered constantly, 
restraint needed much of the 
time. 

Confused, disorientated, dull, 
listless, unresponsive to ques- 
tions. 


Confused, disorientated, rest- 
less and agitated. Constantly 
pulled bedclothes apart and 
moved the bed around. This 
continued from morning un- 
til night. 

Confused, disorientated, un- 
responsive, uncooperative and 
quarrelsome,__ resistive’ to 
care, ripped up his clothes 
and bedclothes. 

Mental deterioration, disori- 
entated, untidy, unable to 
care for himself. 


After Metrazol Medication 


Pleasant, cooperative, active 
physically, able to care for 
himself completely, dis. 
charged to live alone. 

No change. 


Deafness so marked that 
communication was _ practi- 
cally impossible. 

No change. 


Remained unchanged in per- 
sonality. No alleviation of 
confusion, disorientation, or 
incontinence. 

Pleasanter, answers more 
readily, restraint not needed, 
stays quietly at his bedside. 


Brighter, more cheerful, an- 
swers questions more readily, 
confusion and disorientation 
unchanged. 

No longer agitated or rest 
less, more cooperative but 
just as confused and disori- 
entated as before. Does not 
disturb bedclothes anymore. 


Quiet and pleasant, answers 
questions readily but is still 
confused and disorientated at 
times. No longer quarrelsome 
and uncooperative. 

More cheerful, answers read: 
ily, more cooperative. Able 
to care for himself. Mental- 
ity cleared up considerably. 
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. Chesrow, E. J., 


FW. 78 Arteriosclerotic cardio- Confused, disorientated, un- Answers questions readily, 
vascular disease with se- tidy, sluggish, unresponsive, cooperative, pleasant, seda- 
nility. uncooperative, often needed’ tion not needed. 

sedation. 

H.W. 77 Postoperative intratroch- Confused disorientated, in- More pleasant, answers ques- 
anteric fracture of right continent, uncooperative, un- tions more readily, coopera- 
hip. General arteriosclero- responsive to questions. tive butotherwise unchanged. 
sis. Senility. Wandered about the ward. 

A. 67 Bronchial asthma. Left in- Confused,disorientated,quar- No longer quarrelsome. Co- 

McC. guinal hernia. General ar- relsome, uncooperative. operative, has even offered to 
teriosclerosis with senil- help on ward. 
ity. 

W.K. 76 Cerebral arteriosclerosis. Confused, disorientated, un- Cooperative, pleasant, does 
Mild cerebral thrombosis. cooperative, irritable, wan- not wander away, but still 
Senile mental changes. dered aimlessly about the confused and disorientated. 

ward. 

JB. 76 Postoperative fracture Confused, incoherent, unco- Pleasant, cooperative, coher- 
neck of right femur. Hy- operative, needed sedation. ent, no sedation needed. Still 
pertension. Advanced se- confused and disorientated. 
nility. 

S.K. 85 General arteriosclerosis Quarrelsome, very confused, Quieter, not so quarrelsome 


with senility. 
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Susceptibility of the Neurotic to Trauma 


(Need of the Neurotic and Malingerer for a Scapecoat) 


EUGENE C. MCDANALD, M.D. 
Galveston, Texas 


In the process of normal development 
which leads to maturity, many crises are ex- 
perienced and with these crises, problems 
and tasks have to be resolved. In brief out- 
line, tasks that are solved in infancy, child- 
hood, the juvenile era, preadolescence, ado- 
lescence, and adulthood, will be indicated. 

In infancy the fundamental task for par- 
ents is the establishment in the infant of a 
sense of basic trust in himself and in his en- 
vironment. For this, it is essential that 
parents want the infant for the fulfillment 
of their genuine needs. Where parents love 
their child for what he is, it gives to the 
child a feeling of self-respect, a self-image 
that is one of goodness and with this, re- 
gardless of his particular strength and 
weakness as a physical and mental person, 
he has the courage to face the later tasks 
of life. 

After infancy comes childhood. Further 
development of self-respect comes from the 
child seeing the possibility of being less de- 
pendent, of being able to do much for him- 
self, and of his being able to set himself 
respectfully and disrespectfully in opposition 
to others. The period of childhood is remark- 
able for the vast amount of learning that 
takes place. The child is made to realize 
that there are limits to what he can and 
cannot do. He learns that his every wish 
cannot be gratified, and that he must accept 
frustration as part of the process of grow- 
ing up. 

In keeping with the general growth of the 
child’s body and mind, he sooner or later 
finds himself with a sense of initiative and 
imagination. He explores, tries to make 
things, takes on the roles of man and beast, 
both good and bad; and yet in all of this 
queer mixture of fantasy and reality he in- 
dulges in a great amount of learning through 
doing. He wants permission to try anything 
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that appeals to his fancy, with the reserys. 
tion, of course, that he receive firm and r. 
tional guidance when he takes unwarranted 
risks with himself and others, 


By the time a child is ready to go to schog| 
he is considered to be beginning his juvenile 
era. Prior to starting at school he has givey 
up much of his impulsivity and has learn 
something about living within a family 
group, with the premium on the fact that 
he is still quite dependent, that is, he gets 
far more from others than he gives. Whe, 
he begins to go to school he finds he must. 
more or less, operate on a give and take 
basis with.his schoolmates. The tendencies 
toward uncompromising egocentricity are 
gradually given up and in their place he 
learns to cooperate, compromise and com. 
pete on a friendly basis. 

The most redeeming experience in the 
course of one’s development is the awaken. 
ing of love for another person. In speaking 
of love I am speaking of real concern for 
another person. In its first expression, this 
love is usually for someone who is close in 
age, of the same sex, and who lives under 
similar circumstances. An experience of 
love for a chum may make up for the many 
deficiencies in the individual’s previous in- 
terpersonal relationships. The honesty ani 
eagerness with which he talks about himself 
that is, his life, his secrets, his problems, is 
the basis for the comparisons that he and: 
chum can meaningfully make of their r 
spective selves. The happy conclusion is fre 
quently reached, after rather lengthy mt 
tual comparisons, that they are more alike 
and more human than otherwise. Indeed, it 
their mutual validations they are beginning 
to ready themselves for full participation 
the group life of both sexes which adoles 
cence ushers in. 

In adolescence there is a striving for fret 
dom from the parents in particular, and tht 
home situation in general, for the simp 
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n that adolescents want to establish a 


reaso 
sense of identity separate and apart from 


the parents. In each adolescent there arise 
several questions : “Who am I?” “Where am 
I going?” “What roles am I going to play 
in life?” Adolescents need time to ponder 
these questions and to make decisions more 


or less on their own. Strict parental atti- 
tudes however, about what the adolescent 
can or cannot do tends to make for either 
neurotic or delinquent behavior. If the ado- 
lescent becomes neurotic he gives up under 
parental coercion his right to think and act 
for himself. If he becomes delinquent— 
this is approximately where the malingerer 
fits into the developmental picture—he defies 
the parents as well as society at large; and 
in modes of passivity or aggression or both, 
he wreaks havoc with nearly all forms of 
authority with which he comes into contact. 


One of the most maturing experiences an 
adolescent can have is to establish a tender 


and loving relationship with a person of the 
opposite sex. If this kind of relationship is 
established, sex itself may be seen and ap- 
preciated in proper perspective; it will not 
become a competitive sport or a mechanical 
act, but rather, at a later date, a part of the 
total intimacy that one can consummate with 
another person in the framework of respon- 
sibility and marriage. 

In adulthood one’s center of gravity has 
come to lie within oneself. The two great 
forces that constitute one’s center of gravity 
were stated by Freud in answer to the ques- 
tion of what a normal person should be able 
to do well. The questioner probably expected 
a complicated ‘deep” answer. But Freud is 
reported to have said, ‘To love and to work.” 


The person who reaches adulthood with 
the feeling that life has been kind to him 
wants to give something of himself back 
to life. He wants to invest a part of his 
energy in useful and productive work. He 
wants to relate himself in marriage to a per- 
son to whom he can devote himself. In due 
course he desires to expand his relationship 
With his wife to include children. He feels 
that he can expand and grow in the mean- 
ingful intimacy of his relationship to his 
wife, children and friends. His emotional 
and intellectual honesty makes for continued 
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growth within himself and for the growth 
of others who relate to him. Whatever his 
adulthood deficiencies, he assumes respon- 
sibility for them and no longer blames his 
shortcomings on his parents or on Fate. He 
accepts himself and the whole of his past 
history. If he is one of those rare persons 
who cares to develop insight into himself 
and into the meaning of life, he will find 
time for meditation and contemplation. 

In contrast to the somewhat idealized pic- 
ture of normal development, there are two 
other types of picture, the result of miscar-- 
riage of development, which should be briefly 
delineated. The first of these, is that of the 
neurotic who was described as having yielded 
his right to act or think for himself as a 
result of parental coercion, Out of his anx- 
iety to be approved of as a person, he has 
tucked away his own desires for self-fulfill- 
ment and substituted other-person fulfill- 
ment. On the surface he has given in com- 
pletely to the fruits of conditional love; that 
is, he says in effect: “If you will love me, I 
will do what you want me to do. For your 
love, I will forego my own real feelings, de- 
sires, and impulses.”” As Nietzsche has said: 
“Nothing ever dies,” and so it is with the 
so-called foregone feelings, impulses, and de- 
sires of the neurotic, which may or may not, 
sooner or later, make for significant difficul- 
ties in living. If he is successful in being, 
let us say, a dutiful son, or if he is admired 
and approved of for what he does by his as- 
sociates, he may get sufficient conditional 
and unconditional approval to make it 
worthwhile for him to continue throughout 
life in the pattern of his neurotic efforts to 
matter as a person by pleasing others. De- 
spite the fact that he may get the greatly 
valued conditional approval, he is aware that 
something in his life is missing, that he is 
not reaching out for what he really wants. 
The vague feelings of inward dissatisfaction 
are associated with vague feelings of ten- 
sion, and in protest to the tension experi- 
enced, he may say: “I have every reason to 
feel good. I have a good income, have a 
nice family, etc.” This person may go 
through life, from a social and _ financial 
standpoint, without serious personal diffi- 
culties and, indeed, amazingly unmindful 
that years ago, out of his anxious need for 
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approval, he gave up his sense of self-direc- 
tion and self-determination. 

There is the less fortunate neurotic who 
usually does not wind up his life with any- 
thing like the success of the person just de- 
scribed. His problem is the same in kind as 
the first, but greater in degree; that is, he 
has greater need for the approval of others 
and, in proportion to his greater need, he 
makes greater efforts, He may succeed in 
his daily efforts to obtain the needed ap- 
proval, but is more or less constantly fearful 
that on the next day he will not succeed. A 
failure that would be an occasion of crisis 
and recovery for a normal person, or per- 
haps for a person who has only a mild or 
moderate neurosis, becomes catastrophic for 
the more severely neurotic individual. In 
terms of the developmental scheme given at 
the outset, the catastrophic reaction may be 
described as follows: the individual loses 
trust in his environment and in himself; he 
is afraid to take initiative; he avoids situa- 
tions that involve competition, compromise, 
or cooperation; he has no real affection for 
other people; his sense of identity has been 
shattered; and with it all, he is not only 
lacking in a sense of responsibility, but feels 
very strongly that someone should be blamed 
for his present condition. In his helpless- 
ness and anxiety, he wants to be taken care 
of, and in his effort to seek care and love, 
he presents his claim to receive the kind of 
care he failed to receive as he grew up, and 
which in turn has made for his feeling that 
he has been operating in life on a level of 
serious deficiency of love and approval. He 
may actually present this claim to his par- 
ents, or to a parent surrogate, as a sweet- 
heart, wife, or employer. On occasion, if he 
feels that he has been legally wronged, he 
may take his claim to a court of law. 

In his claim for love and care he may 
make his bid for redress through any of the 
expressed symptoms of the anxiety reaction, 
the dissociative, conversion, phobic, obses- 
sive-compulsive, depressive (reaction), etc. 

The specific neurotic symptoms are ade- 
quately discussed in the psychiatric texts. 
I prefer to discuss the feelings that preface 
the catastrophic reaction which is summed 
up in the readiness for helplessness and the 
desire to give up, that a decornpensating neu- 
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rotic keenly feels. I would also like to dis. 
cuss the neurotic need for a Scapegoat ty 
which he can attribute his deep seated ten, 
dency to cease from making further rea] ¢. 
forts to get along in life on his own. I would 
put these words in his mouth: “I am tip 
of this terrific effort that I make to get ap. 
proval, and to matter as a person, What | 
want is real love, but it has never hee, 
given me, and I cannot see that it is forth. 
coming. I resent the fact that my claims 
for love and happiness have not been met 
and that I have not been free to lead a Jif. 
of my own. Now I desperately want my 
long-standing claims to be loved and taken 
care of to be met, and if only I had an gy. 
cuse to give up and let someone do for me 
what the significant people in my early life 
failed to do, I would.” 

Prior to the moment that the neurotic 
manifests his readiness to give up, he may 
present the picture of relative health and 
competence to the outside world. In othe 
words, he may be straining his resources 
to stay in motion at the same time that his 
readiness to give up is coming to the fore. 

So far there has been one significant as. 
pect of this readiness to give up that has not 
been pointed out. The heretofore unmen- 
tioned significant aspect of this readiness to 
give up is the fact that it is largely uncon. 
scious. The neurotic who is unconsciously 
striving to give up is as surprised as anyone 
when the wish exerts itself in full force ani 
produces a more or less complete collapse 
Prior to the time of collapse, the conscious 
wish to make a go of life, and the uncon 
scious desires to give up have been operat: 
ing jointly in accordance with the law for 
mulated by Coué, which says: “The harder 
you try, the less you succeed.” At the time 
of the collapse, trying further seems to k 
impossible, and thus the giving up is mor 
or less complete. 

Now, since I am at the point of describing 
how the neurotic who has given up is it 
need of a scapegoat, I would like to remark 
about the malingerer who feels chronically 
wronged, and who in turn finds in every st 
uation a scapegoat which he attempts t 
exploit, 

The malingerer is one who passively or 
aggressively wreaks havoc with society ! 
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general, and with authority in particular. 
His efforts are in the direction of exploita- 
tion. If he makes an effort to please others, 
as the neurotic does, he does so mainly to 
get himself in the position to cheat, hurt, 
or make someone pay heavily for the appar- 
ent favors he renders. More than likely he 
may not try to gain any advantage with the 
other person through the rendering of a per- 
sonal favor; but simply may try to show 
that he has been actually wronged, and re- 
gardless of the reality or extent of the 
wrong, he tries to place a heavy and dis- 
proportionate indebtedness on the person he 
charges with the wrong. When he fails in 
his objective the malingerer may become 
more subtle in his exploitive manipulations, 
but if repeatedly frustrated, he may act out 
his hostile anti-social feeling against so- 
ciety in an overt manner or perhaps may 
even become psychotic. 

From what has been said, it is apparent 
that the neurotic, in his defeat, has devel- 
oped a readiness to give up and make the 
other fellow pay, while the malingerer ex- 
ercises a determined, long-standing, hostile 
readiness to make the other fellow foot the 
bill. The difference between the neurotic and 
the malingerer is that the neurotic, prior to 
giving up, has striven along socially accept- 
able lines, and at a cost to himself to make 
a go of life; while the malingerer has striven 
strictly along anti-social lines to gain his 
selfish ends at the expense of society. 

Both the neurotic and the malingerer in 
their peculiar extremities want a scapegoat 
on which to pin their claim for help. The 
scapegoat, be it physical or psychic trauma, 
or both, can be significant, or insignificant 
as a causative agent, but regardless of its 
relative significance, the reaction of the neu- 
rotic and of the malingerer is out of propor- 
tion to the cause. The disproportionate re- 
action in the neurotic is expressed as an 
emotional illness which is unwarranted, with 
respect to cause, intensity and duration, and 
it is only temporarily relieved or attenuated 
by any favorable legal or non-legal settle- 
ment of the claim. The disproportionate re- 
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action expressed by the malingerer is in the 
form of a simulated illness and there is a 
clearing up of the simulated elements when 
a definitive favorable or unfavorable legal 
or non-legal settlement of claim is reached. 

The scapegoat may be a physical or psy- 
chic happening which the individual feels 
or claims is injurious to his welfare. This 
happening must be evaluated from the stand- 
point of both extrinsic and intrinsic effect. 
The extrinsic must be determined by assess- 
ing the damage done to the individual. This 
may vary from slight to great, and is easier 
to evaluate in cases where a physical injury 
has occurred than in cases where the cause 
of the grievance is strictly psychic. The in- 
trinsic effect is dependent on the basic re- 
activity of the recipient of the injury and 
this may be immeasurably enhanced by ei- 
ther his neurotic or latently neurotic dispo- 
sition and character structure. 

Just a moment ago I referred to the vary- 
ingly significant traumatic event that pre- 
cipitates acute neurotic decompensation as 
the scapegoat the neurotic uses to hang his 
claim on. The less serious precipitating 
events in the neurotic’s life may be a cross 
word from a person on whom he is depend- 
ent, a social setback in the form of not be- 
ing noticed at the moment as much as some- 
one else, a slight financial reverse, a minor 
physical accident, etc. The more serious 
precipitating events may be the loss of one’s 
lover, loss of a job, the death of a significant 
person, a major physical accident, etc.. Re- 
gardless, however, of the seriousness of the 
precipitating event, its main function is to 
trigger the readiness of the neurotic to cease 
making real efforts in his own behalf and to 
claim inordinate support from those to whom 
he attributes his incapacity. 

In the interest of one who claims an in- 
jury and the one who is held responsible for 
it, it is a sine qua non that the humanitarian 
talents of medical and legal and other per- 
sons be combined in order that a proper eval- 
uation of all the interacting factors be made 
to the end that justice be done to all of the 
involved parties. 
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Clinical Comparison of Raudixin and Rau-Sed 
In Chronic Mental Illness 


EarL K. Hout, M.D., GLADYS WARD-DUNN, M.D., BOHDAN TH. NEDILSKY, M.D. and 
G. DONALD NISWANDER, M.D, 
Concord, New Hampshire 


The clinical effects of Raudixin, and Rau- 
Sed, on chronic mentally disturbed patients 
has recently been evaluated at New Hamp- 
shire State Hospital. 

Method of Study: A group of fifteen chron- 
ically disturbed female patients were given 
Raudixin and Rau-Sed. Each drug was given 
for a six weeks period. Symptoms of hyper- 
activity, overtalkativeness, assaultiveness, 
destructiveness, agitation and tension, were 
rated to compare the effects of the two 
drugs. A simple rating scale for observa- 
tions was as follows: 
severe (maximum rating) 
moderate 


mild 
0 absent (minimum rating) 


me NS oO 


Daily blood pressures were also recorded 
in an attempt to determine any difference 
between the two drugs on lowering the blood 
pressure. 

Observations were recorded by psychiatric 
nurses in charge of the ward on which the 
patients resided. The observations were re- 
- corded before, during, and after the patients 
were on each medication. The group of pa- 
tients therefore acted as their own control 
during the observation period. 

The writers realize the many variables en- 
countered when such a rating scale is used 
to appraise human behavior, However, the 
results seem consistent and are to be consid- 
ered reliable. 

Results 
RAUDIXIN 

Hyperactivity: Nine patients rated mode- 
rate to severe before the drug. On the drug 
all but one became less active. 

Overtalkativeness: Six patients rated mod- 
erate to severe before the drug all became 
less talkative while on the drug. 


Assaultiveness: Three patients rated mild 
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to moderate before the drug. Assaultive be. 
havior was absent while receiving the drug, 

Destructiveness: Two patients rated mod. 
erate to severe before the drug. Destruc. 
tiveness was absent while on the drug. 

Agitation and Tension: Eight patients 
rated mild to severe before the drug. Five 
patients rated absent and three mild while 
on the drug. 


RAU-SED 

Hyperactivity: Five patients rated mod- 
erate to severe before the drug, Three pa- 
tients were mildly hyperactive while on the 
drug. Two patients’ clinical picture did not 
change. 

Overtalkativeness: Three patients rated 
severe before the drug. Two patients rated 
mild overtalkativeness on the drug and one 
patient showed no change. 

Assaultiveness: One patient rated mode- 
rate before the drug, absent while on the 
drug. 

Destructiveness: One patient rated mod- 
erate before the drug, absent while on the 
drug. 

Agitation and tension: Two patients raied 
moderate before the drug. Agitation and 
tension was only mildly present while on the 
drug. 

Other observations: These fifteen chronic 
patients became less troublesome as ward 
management problems while receiving both 
drugs. They were more comfortable in their 
surroundings and other patients became 
more comfortable in associating with them. 
One patient of this group who required seda- 
tion nightly for her noisiness while in se 
clusion, required no sedation while on the 
drugs, All of these patients were given fre- 
quent electric shock treatments to control 
their behavior before receiving the drugs, 
but while on the medications none of them 
needed electric shock treatments. Two of 
these patients were in seclusion almost con- 
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stantly before treatment. While receiving 
the drug, seclusion was not necessary. 

Such activities as occupational therapy, 
movies, television, church, etc., are consid- 
ered important in the daily routine of the 
mentally ill person whether his illness is con- 
sidered acute or chronic. While these activ- 
ities were available for this patient group, 
because of their clinical symptoms they were 
unable to take part in them before the drugs 
were administered. One patient who had not 
been to church for two years was able to 
attend the services while on the medications. 
Another patient who was previously not per- 
mitted to watch television because of over- 
activity and agitation toward other pa- 
tients, sat quietly and watched television 
while on the drug. Several patients were 
able to go to the occupational therapy shops 
where this had not been possible before tak- 
ing the medications. The same prevailed for 
attending movies and other entertainments. 
Patients who were uncooperative and could 
not be taken off the ward for walks were able 
to enjoy this recreation after receiving this 
drug therapy. 

Three patients made visits at home for a 
two- or three-day period while on the medi- 
cation. One of them had not been outside 
the hospital for two years and each of the 
other two patients for one year. 

The patients’ response to these drugs was 
not immediate, the effects only becoming no- 
ticeable after they had been on the medica- 
tion for five to seven days. The dosage range 
varied individually. On Raudixin there was 
a dramatic change in some patients’ clinical 
picture when they received 50 milligrams 
three times a day. Others required as much 
as 900 milligrams a day to effect a clinical 
change. On Rau-Sed, one and one-half mil- 
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ligrams a day was sufficient to modify a pa- 
tient’s clinical picture. Others needed as 
much as five milligrams a day to effect the 
same improvement. Patients who required 
large doses of one drug also required large 
doses of the other. 

In each instance discontinuance of the 
drugs produced reversion to the previous 
symptomatology within five to ten days. 

All patients’ blood pressures decreased 
while they were on the medication, and 
there was no significant difference in the 
average drop of the systolic and diastolic 
pressure with the use of either drug, On 
Raudixin the average systolic drop was 39 
millimeters of mercury; the average dias- 
tolic drop was 19.3 millimeters. On Rau-Sed 
the average systolic drop was 39 millimeters 
of mercury, the diastolic 18.4 millimeters. 
The effect of the lowered blood pressure did 
not occur until five to seven days after med- 
ication was begun. 


Summary 

Raudixin and Rau-Sed was given to fifteen 
chronically disturbed mental patients. The 
clinical responses to either drug, in relation 
to hyperactivity, overtalkativeness, assault- 
iveness, destructiveness, agitation and ten- 
sion were the same. There was no significant 
difference in decreases of blood pressure oc- 
casioned by either medication. 


The authors feel that these drugs can be 
used with a marked degree of safety and 
that chronic mental patients may obtain con- 
siderable benefit from this treatment. 





Authors’ note: Raudixin is Squibb Rauwolffia. 
Rau-Sed is Squibb Reserpine. Both drugs for this 
study were supplied by E. A. Squibb & Sons, Divi- 
sion of Olin-Mathieson Chemical Corporation, New 
York, N.- Y¥. 
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Supervision of Dominican Sisters 
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